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2400 TREATMENTS ANNUALLY 


Last year, 2400 pneumothorax treatments were administered at Devitt’s Camp. @ 

This method of splinting the lung by injecting air into the pleural cavity gives # 
the diseased lung complete rest, thus obtaining quicker healing. It also enables 
the tuberculous patient to resume his former activities much sooner than by @ 
the natural cure. No additional charge is made for Camp patients receiving this ™ 
treatment. Each pneumothorax case is closely watched by the aid of the fluoro- 
scope and roentgenograms. This treatment is given patients whenever possible, 3m 


DEVITT’S CAMP, INC. 


ALLENWOOD, PENN. 


RESIDENT PHYSICIANS 
ALWAYS IN ATTENDANCE 


R. K. CHILDERHOSE, M. D. WILLIAM DEVITT, M. D. & 
J. S. PACKARD, M. D. Physician in Charge and 6 
Associate Physicians Superintendent 


CALIFORNIA SANATORIU 


BELMONT 
California 


Located in the well-known sunny belt of the Peninsula, about thirty 
miles south of San Francisco. Large park, semi-tropical 
grounds, walks especially laid out for 


ted exercises. 


Not too hot in summer, not too cold in winter. 


Two physicians on duty day and night. 


Graduate nurses. 


DR. MAX. L. ROTHSCHILD DR. HARRY C. WAR 
Medical Director Associate Med. Dir. 
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Editorial Comment 


Federation THE FEDERATION OF AMER- 
Meeting at ICAN SANATORIA will hold 
Kansas City its annual executive ses- 

sion at the Ambassador 
Hotel in Kansas City on Monday, May 
11th, 1936. Dr. William Devitt of Devitt’s 
Camp, Pennsylvania, the president of the 
Federation, will preside at the first ses- 
sion which will open at ten a. m., and at 
all other business sessions throughout the 
day. All members of the Federation should 
make a special effort to attend these 
business sessions, as the policies of the 
Federation and of DISEASES OF THE CHEST 
will be discussed at length. It is particu- 
larly urged that all members of standing 
committees be present. 

At noon there will be a luncheon for 
members of the Federation at the Ambas- 
sador Hotel. Dr. Max Rothschild of San 
Francisco will preside, and he is arrang- 
ing an excellent short program of a scien- 
tific nature. This program will be an- 
nounced in the May issue of DISEASES OF 
THE CHEST. 

The closing business session will be 
called at 2:30 p. m. 

The Federation’s annual banquet will be 
held in the same hotel the evening of May 
eleventh. This is always a high light of 
any meeting, and your committee on ar- 
rangements promises something extraor- 
dinary. All members of the Federation, 


CHEST 


(A MONTHLY PUBLICATION) 


“The most important factor in diagnosis in 
the majority of cases of pulmonary tu- 
berculosis is keeping the disease in mind.” 

Lawrason Brown, M. D. 


their wives, and friends are invited to at- 
tend. 

On Page 30 in this issue will be found 
the program of the other activities of the 
Federation. These activities offer each 
Federation member an opportunity to 
meet his old friends and to make new ones 
among the chest specialists of the country. 
Make your plans now to be in Kansas City 
May 11th to 15th. R. B. H., JR. 


*“Get-to-Gether” 
Luncheon 


YOU are invited to be 
the guest of the Feder- 
ation of American San- 
atoria at a round table luncheon at Hotel 
Kansas Citian on the second day of the 
American Medical Association Session, 
Tuesday, May 12th. 

The feature of the luncheon will be a 
scientific program one hour in length, by 
three nationally known authorities on tu- 
berculosis. The same standard of practi- 
cal subject matter as has characterized 
the articles in Diseases of the Chest will 
prevail in this program. 

There will be nothing to sell, no solicita- 
tion of .pledges, memberships or subcrip- 
tions, in short there is no joker in the 
deck. You are to be the guest of men do- 
ing tuberculosis and institutions treating 
tuberculosis at no expense to you and 
without obligation on your part. If we can 
bring to you in resume form what is hap- 
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pening in research and management of tu- 
berculosis and do it pleasantly and pain- 
lessly, we will be gratified. 

It would be a great service if you would 
register your acceptance with the Secre- 
tary, Dr. R. B. Homan, Jr., First National 
Bank Building, El Paso, Texas. We ex- 
pect to have several hundred guests and 
early reservations are desirable. 

Make your reservations now— 

Then meet us at the Kansas Citian at 
noon Tuesday, May 12th. If you will do 
that I am sure our party will be a success 
for we are trying to send you home from 
that luncheon feeling that our program 
proved one of the high-lights of the 
A.M.A. Meeting. 

LERoy S. PETERS, 
Chairman 

ORVILLE E. EGBERT, 
Secretary 


Session on 
Tuberculosis 


ELSEWHERE in this issue 
there will be found an an- 
nouncement of the pre- 
liminary program for the Session on Tu- 
berculosis at the coming Kansas City 
meeting of the American Medical Associa- 
tion, Wednesday afternoon, May 13th. 

The program has been addressed, as 
will be noted, to the topics of general in- 
terest related to tuberculosis, rather than 
to an effort to stimulate the interest of 
the men whose activities have long been 
in the field of tuberculosis, and whose in- 
terest therefore needs no stimulation. It 
has been deemed wise by the officers of 
this first session that this meeting should 
be devoted entirely to giving a rather 
broad background of the subject of tuber- 
culosis; and it was with considerable re- 
gret that numerous excellent presenta- 
tions on some of the more specialized sub- 
jects of interest in tuberculosis could not 
be included in the program. The limita- 
tion of the number of papers was also 
made by authority of the A.M.A., whose 
rules, of course, will govern this session 
just as much as any other meeting of the 
organization. 

It is hoped to maké this Session of suf- 
ficient interest and appeal that it can be- 
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come a permanent part of the meetings of 
the A.M.A. This, of course, will only be 
possible as a result of the interest mani- 
fested in the Session. Every member of 
the American Medical Association and 
particularly those interested in the Feder- 
ation of American Sanatoria are most 
cordially invited and urged to attend the 
Session and aid it by their helpful discus- 


sions. Cc. H.C. 

The PNEUMOTHORAX is now 
Pneumothorax more widely used than 
Directory ever before. As a result, 


there has been a large 
increase in the number of patients under 
pneumothorax treatment in all parts of 
the United States. Many of these patients 
lead a fairly active life, and many of them 
travel, some out of necessity and others 
for pleasure, most of them with the con- 
sent of their physician. 


When a pneumothorax patient contem- 
plates a trip, it has always been a prob- 
lem for his physician to assist with his 
itinerary, which of necessity should in- 
clude the consideration of when and where 
he may receive his refills. 


To the individual patient, for whom the 
loss of his collapse might spell disaster, it 
is very important that his refills be con- 
tinued at the proper intervals during his 
travels. Then, again, there is the patient 
who is about to leave the sanatorium and 
it is necessary to select a physician, in 
close proximity to the patient’s home, who 
is equipped to continue the pneumothorax 
treatment. Also, the physician in the gen- 
eral practice of medicine should have 
available for ready use, a pneumothorax 
directory for referred patients. 


For these reasons, the Federation of 
American Sanatoria is now compiling 4 
Pneumothorax Directory that will give 
complete information concerning physi- 
cians in the private practice of diseases 
of the chest who administer pneumo- 
thorax. 


We feel that this directory will prove 
useful and that it will work in the interest 
of both the patient and the physician; and 
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that it will serve to better acquaint the 
physician with those men who are thor- 
oughly equipped to administer pneumo- 
thorax and in whom both he and his pa- 
tient may have every confidence. C.M.H. 


Negro THE 22nd Annual Negro 
Health Week Health Week will be ob- 
served throughout the 
United States, March 29th to April 5th, 
1936. The United States Public Health 
Service, State, County and City Health 
Departments are co-operating with the 
National Medical Associations, the Negro 
National Business League, and the Na- 
tional Negro Insurance Association, in 
holding this important health week. 


Through this great movement much 
progress will be made in furthering the 
health conditions of the negro race, es- 
pecially by the continued co-operation of 
the above named agencies. Cc. M. H. 


NOW AND AGAIN we are 
warned that the tubercu- 
losis problem is_ solved 
and that, from inference at least, there 
will be no tuberculosis shortly. How shock- 
ing then to learn of our high morbidity 
and mortality incidence among Negroes 
and Indians for example. Of course the 
clinician who sees the advanced .case in 
his practice and in the sanatorium is not 
easily encouraged to contribute to the in- 
significance of tuberculosis even among 
our enlightened white race, armed by all 
the weapons knowledge has to offer, and 
still unprotected from the white plague. 
Although reasoning and philosophy have 
no place in our modern scientific calendar, 
yet, as long as we only hear of educational 
diagnostic campaigns and do not enforce 
them, we should be permitted at least 
reasonable questions concerning our bless- 
ed oblivion. A few questions at random re- 
mind us that the dark ages of tuberculosis 
have not passed. Can we with any certi- 
tude tell our patients where the tubercle 
bacillus came from and why it is so per- 
Sistent in its survival in the human being? 
I would remind you of the recent dis- 
courses on filterable and easily changed 


To Believe or 
Not to Believe 
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forms. Koch first described a spore form 
and then denied it. Which is correct? 
How long will it be before we can tell our 
patients that they are free from tubercu- 
losis, or vice versa, and not err? Can we 
say that tubercle bacilli can pass through 
normal organs or not? When is a patient 
a closed case? Have you been fooled also? 
Can you blame the skeptics when it comes 
to the value of treatment, and especially 
collapse therapy? We are convinced; but 
remember they, as skeptics, should spur us 
on to a better solution; and until then, 
tuberculosis will still remain a specialty; 
we hope not for long, but while it lasts, 
let’s face it conscientiously and diligently. 
Yours for the answers to these and many 
more questions on our hobby, which space 
will not permit here. A. M. 


THE 32nd Annual meet- 
ing of the National Tu- 
berculosis Association 
will be held in New Or- 
leans April 22nd to 25th, inclusive. 

The preliminary report indicates an in- 
teresting program which is_ especially 
well balanced. A very important sympo- 
sium on “Tuberculosis in Youth” will be 
given on Friday, April 24th at 9:30 a. m. 
Also there will be an interesting discus- 
sion “Putting our knowledge of tubercu- 
losis to work through the Physician.” This 
discussion will be held on Friday, April 
24th at 2 p. m. In our opinion the above 
subject will cover one of the weakest links 
in our anti-tuberculosis campaign. We 
feel that the physicians themselves, when 
properly versed in modern concepts of the 
tuberculosis problem, will do more toward 
the control of tuberculosis than any other 
agency. The above discussion should prove 
to be very timely. The whole program, 
however, is very interesting and we urge 
all our readers to attend this year’s meet- 
ing at New Orleans. Cc. M. H. 


National 
Tuberculosis 
Ass’n Meeting 


Write or wire now for reservations for 
the Kansas City Meeting. Headquarters: 
Ambassador Hotel, W. W. Buckingham, 
M.D., Chairman Committee on Arrange- 
ments, 814 Professional Building, Kansas 
City, Missouri. 
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IT HAS been conceded for 
many years that rest is 
the important factor which 
enters into the curing of 
any organ of the body. It has been found 
that in surgical tuberculosis rest plays 
the most prominent part of the treat- 
ment. It has been recognized for the last 
ten years that this also applies to the 
lung. In 1822 James Carson, thinking 
over the serious accidents which hap- 
pened to many of his advanced cases of 
tuberculosis when a spontaneous pneu- 
mothorax took place, realized that in 
many cases this spontaneous pneumotho- 
rax was a beneficial procedure for, al- 
though many of them died immediately, 
many others were benefited by the hap- 
pening. Thus he conceived the idea that 
it might be well to effect an artificial 
pneumothorax. 


In 1822 he published a paper about 
this and a man named Sloan, who was 
suffering from tuberculosis, came to Car- 
son and presented himself for this treat- 
ment. Four members of Sloan’s family 
had died with tuberculosis and he had 
just returned from the West Indies where 
he had gone in an unsuccessful search 
for health. Carson and one of the big 
surgeons, Bickleman of London, attempt- 
ed to do this artificial pneumothorax by 
the open method. They cut down through 
the intercostal muscle, through the pleu- 
ra, and attempted to puncture the pleura, 
believing they could, perhaps, let air in 
from the outside. Unfortunately, Sloan 
was not a good case for experimentation. 
He was an advanced case, with dense 
pleural adhesions and it was impossible 
to separate the pleura. Carson was dis- 
couraged and did not again attempt it un- 
til years later, and again was unfortunate 
in his selection of a case and was unable 
to do it. In 1894 Forlanini, thinking 
along the same line as Carson, attempted 
it much after the technic we use to-day 


*Read at Pennsylvania Tuberculosis Society, Allentown, 
Pennsylvania, Feb, 25, 1956. 
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Indications for Pneumothorax’ 


WILLIAM DEVITT, M.D. 
Allenwood, Pa. 


and was apparently more 
fortunate in his selection 
of a case; this man had a 
free pleura and he was 
able to induce some air. That same year 
in Chicago, Murphy, working along the 
same line and without any thought of the 
work Forlanini was doing, was _ struck 
with the same idea and was able to suc- 
cessfully carry it out. 


The operation did not come into favor 
immediately, but in the last ten years 
much work has been done on it. The tech- 
nic has been bettered greatly though | 
believe we are not yet at the end. The 
aim of this procedure is to introduce into 
the pleural cavity air or gas which will 
compress the lung and put it at rest. Rest 
is just as essential to the lung as to any 
other organ. When we realize that the 
lung moves up and down at the rate of 
about 23,000 times a day, that it never 
rests, that it is always in a state of dis- 
tention, that even the strongest exhala- 
tion does not expel all the air, that the 
air cells never approximate each other, 
we are impressed with the quantity of 
work this organ must do. The present 


plan calls for introducing air at atmos- | 


pheric pressure or greater; this over- 
comes the condition of negative pressure 
which is the normal condition of the 
pleural cavity; expresses air out of the 
air cells and in so doing collapses the 
lung. The completeness of the collapse 
depends more or less on the amount of 
pleural adhesions and the location of 
such adhesions. As a result of this pro 
cedure the lung is immobilized; the 23, 
000 movements a day are ceased; no aif 
enters into it. The same procedure takes 
place when a surgeon puts a splint on 4 
broken arm. The splint does not heal the 
arm any more than the air in the pleural 
cavity cures the lung, but with the lung 
at rest the diseased part has a chance to 
heal. 


There is also a relaxation of the elas- 
tic tissue taking place as a result of this 
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compression. One of the greatest benefits 
derived is that the lung empties itself of 
its contents. We are often asked by our 
patients why, when the lung is collapsed, 
they do not get well immediately. They 
are not able to see the process that is 
taking place. I should like to compare 
this process with that which takes place 
in an old sponge which has become very 
much soiled from neglect and has not a 
pleasant look nor a pleasant odor. We 
ean conceive it being filled with water 
and after the water is squeezed from it, 
being of much smaller volume, but we 
must remember we still have the same 
old dirty sponge; we do not have a new, 
sweet smelling sponge, a delight to feel 
and handle. The same thing applies to 
the lung that has been emptied of its 
air; we still have the same pus pockets, 
we still have the walls of the cavities 
which have been filled with pus, we have 
the lung exactly the same as we had it 
before we did the artificial pneumotho- 
rax but minus the air and minus much 
of the pus which has been squeezed out. 
The fact that it is quiet, the fact that 
we have no approximated the alveolar 
walls, brings about the healing of the 
diseased areas and also prevents a spread 
of the toxin through the lymph channels. 


One of the most beneficial effects as I 
see it is that mixed infections cannot en- 
ter the lung. I believe that most of the 
unpleasantness of tuberculosis is due not 
so much to the tuberculosis itself as to 
the mixed infection, entering through the 
bronchial channels and coming in con- 
tact with the toxin of the tubercle bacilli 
and the diseased areas. It is this infec- 
tion which causes in great part the night 
Sweats, headaches and extremely high 
temperature we so often encounter. I be- 
lieve the straight tubercle bacilli seldom 
causes a temperature of 103 and 104 de- 
grees. This, however, is found in many 
cases when a mixed infection gains ac- 
cess to the lung. 

Artificial pneumothorax also prevents 
a spread of the disease to the other lung. 
You can very readily understand that 
when a person is an open case and ex- 
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pectorates billions of tubercle bacilli, 
many others are not expectorated but are 
lodged in the bronchial tubes and are 
very easily inspirated into the contra- 
lateral lung. 

It is believed by some authorities that 
the reason certain cardiac cases with the 
weakened compensation show so much 
resistance’ to tuberculosis is due to the 
passive congestion which takes place be- 
cause of the broken compensation. They 
believe that this passive hyperemia is a 
detriment to the tubercle bacilli; that it 
enters much into the defense of tissue. 
The same condition is found in a lung 
that has been subject to artificial pneu- 
mothorax; the blood stream is slackened 
very appreciably. Not only is the blood 
stream slackened but the lymph stream 
is also compressed. 

The lymph stream plays a great part 
in carrying the tubercle bacilli from one 
part of the lung to another and when 
this lymph stream is compressed and 
slackened, this passage is broken. This 
was demonstrated some years ago by a 
German who compressed the lung of sev- 
eral animals and then compelled them to 
inhale large quantities of soot. The au- 
topsy showed that the uncompressed lung 
was much more filled with soot than the 
compressed lung. 

Selection of Cases.—All cases are not 
suitable for artificial pneumothorax and 
it is difficult to know which case will 
respond more readily. Many cases which 
we consider absolutely unsuitable give us 
the best results, and vice versa. 

Acute Progressive Case.—The acute 
progressive case may be particularly suit- 
able and give us good results at the time 
but later we are often much disappointed 
to find the case begins to slip and does 
not respond to the treatment in the man- 
ner we hoped. This is due to the fact 
that the resistance in the acute case is 
very low. They have not had time to 
build up this resistance, with the result 
that walls break down, disease spreads 
and the case terminates unfavorably. 


Chronic Cases.—A chronic case, on the 
other hand, which may not seem to be 
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a good case at the start, may respond 
very well even if pleural adhesions pre- 
vent a complete collapse. This is due to 
the fact that these cases have good resis- 
tance. Over the period of years which the 
patient has been afflicted he has built 
up this resistance that is so vital and so 
-jmportant as a curative factor. 

Cases Not Doing Well.—Then we have 
the cases that are not doing well under 
general treatment. It is conceded by all 
men who do tuberculosis work that many 
cases do well under the ordinary regi- 
men—rest, fresh air and good food. Here 
again it is difficult to tell which case 
will get well, and again it is the ques- 
tion of resistance. In fact the question 
of resistance in tuberculosis is the main 
factor, determining whether the case is 
going to get well or going to slip, and 
entering into the pneumothorax case it 
must be given the same consideration as 
in every treatment. These cases, not do- 
ing well under general treatment, should 
undoubtedly be given the benefit of arti- 
ficial pneumothorax treatment. The fact 
that the case is one of fibrosis does not 
interfere with this selection even though 
both lungs are involved. This is espe- 
cially true if there is cavity formation in 
one. It is important, however, that this 
cavity does not have thick walls, but here 
again we will find that if we follow this 
rule too closely we will miss many cases 
which might have been benefited. 

Cavities.—It is safe to believe that in 
all treatment of tuberculosis it is imper- 
ative to close all cavities, either small or 
large. I believe we will get very few 
cures in cavity cases unless this law is 
observed. Pneumothorax will accomplish 
this in many cases. 

Many times it is necessary to assist 
the pneumo with some method of phrenic 
nerve treatment or, in case of adhesions 
holding and preventing closure, by pneu- 
molysis. If these do not suffiée, and other 
conditions warrant it, a thoracoplasty 
should be considered. 

Hemorrhage. — The most spectacular 
case which enters into the treatment is 
that of hemorrhage. I know of no way 
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to control a hemorrhage except by com- 
pression. I know of no drug that has 
any influence on it, but often after the 
induction of 300 or 400 c.c. of air, which 
seems in many of these cases to have a 
selective action and goes to the weakened 
place, the result is astonishing—the hem- 
orrhage ceases. In attempting this pro- 
cedure on hemorrhage cases we must re- 
member that we are dealing with an al- 
ready broken lung. If our enthusiasm or 
our fear compels us to proceed with too 
much haste, putting in large quantities 
of air without knowing the condition of 
our pleura, without knowing whether the 
tuberculous process has worked out into 
the visceral pleura and already caused an 
adhesion between the visceral and the 
parietal pleura, we may do more damage 
to the patient than the hemorrhage is 
going to do, because an excess of pres- 
sure may pull off a part of the visceral 
pleura. If we do this we get a sponta- 
neous pneumothorax with resultant pyo- 
pneumothorax. 

Even a small quantity of air seems to 
have a selective action. This is due, of 
course, to the fact that in the involve- 
ment of the periphery of the lung, this 
area is much softened and the air is able 
to exert much more pressure on the soft- 
ened area than it does on the well por- 
tion of the lung. 

Sometimes it is very difficult to know 


_from which side the hemorrhage is com- 


ing. You must then use your own judg- 
ment and if, after several air treatments, 
the hemorrhage persists, I believe you 
should discontinue the treatment on the 
supposedly involved lung and_ induce 
pneumo on the other side. In our expe- 
rience this has been successful in several 
cases. 


Bilateral Cases.—The fact that both 
lungs are involved is no contraindication, 
provided the one side is fairly good. Most 
of our artificial pneumothorax cases have 
bilateral tuberculosis. There is a compen- 
satory emphysema which takes place in 
the contralateral lung causing a dilation 
of the alveolar walls and the bronchioles 
so that the patient is using just as much 
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air as before the one lung was partially 
collapsed. However, this is not always 
true. The strain of adjustment for the 
other lung, which is also somewhat in- 
volved, may prove too great for it and 
it may break down and may even go on 
to hemorrhage. It is then a question of 
determining the right procedure—wheth- 
er to risk small hemorrhages in the con- 
tralateral lung and continue pneumotho- 
rax on the badly diseased side or allow 
the badly diseased side to reexpand, per- 
haps helping it to reexpand by drawing 
air out of the pleural cavity, and then 
instituting a partial pneumothorax on 
the heretofore contralateral side. 

It is important and good common sense 
that in bilateral cases both sides should 
not be started at the same time. Suffi- 
cient time should be allowed for the sta- 
bilization of the circulation, both respi- 
ratory and cardiac, to take place before 
attempting the closure of the contralat- 
eral lung. If this precaution is taken it 
is remarkable how well most patients 
handle a bilateral operation. 

In some bilateral cases we find a 
walled cavity in one lung and evidence 
of a more acute spread in the other 
lung. Matson has suggested closing the 
recent involvement first, disregarding, for 
a time, the cavity. He has found it is 
often possible to bring enough pressure 
on the cavity by displacing the medias- 
tinum, thereby getting beneficial results. 
We have tried it several times and are 
well pleased with it. 

Advanced Cases.—Some believe that all 
advanced cases should be given a chance 
with artificial pneumothorax and _ this 
seems logical to me. Ten years ago Fish- 
burg felt that only the acute and appar- 
ently hopeless cases should be given this 
treatment. Many authorities differed with 
him then and I think many more differ 
about it today. My own opinion is that 
in five years from now we will be using 
artificial pneumothorax in many cases 
where today we are not considering the 
treatment. 


Spontaneous Pneumo.—A_ spontaneous 
pneumo should always be converted into 
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an artificial one. Great care must be ta- 
ken not to increase the rupture. This is 
where the x-ray plate and the fluoro- 
scope are so important. 

Positive Sputum. — Positive sputum is 
always an indication for pneumothorax 
treatment. While it is true some cases 
after four or six months of bed rest be- 
come negative, yet I see no reason to 
wait if it is possible to do a pneumo. 

It must be remembered that if we wait 
too long there is always the possibility 
of adhesions forming which may minim- 
ize the results of our treatment. Of all 
the forces that lessen the value of the 
treatment certainly adhesions play the 
biggest part. We must always keep in 
mind the possibility of a spread to the 
other lung. 

Pleurisy With Effusion.—I believe that 
in all cases of pleurisy with effusion the 
fluid should be aspirated and replaced 
with air. I do not believe that we should 
strive for a complete collapse in all cases 
but in many cases of tuberculosis, pleu- 
risy with effusion is one of the cardinal 
symptoms. If we allow the inflamed 
pleura to contact, all hope of doing a 
later pneumo is lost. This neglect will 
lead to much regret later on in the cases 
we were led to believe were not of tuber- 
culous origin. 

Contra-Indications.—At Devitt’s Camp 
we recognize few contra-indications. The 
acute miliary tuberculosis is certainly one. 
The disease advances so rapidly and in 
many cases so much damage to tissue 
takes place even before a diagnosis can 
be made that this type of treatment 
seems to be of no avail. 


The dense fibroid cases with emphyse- 
ma are not suitable unless there is a 
bleeding cavity or one that we are afraid 
will bleed, even then this is only at best 
palliative treatment and no beneficial ul- 
timate results can accrue from it. 

We do not recognize involvement of the 
larynx or intestines as a contra-indication 
unless these conditions are severe. Fish- 
berg, however, found that all of his pneu- 
mothorax cases that died suffered from 

(Continued to page 26) 
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The Responsibility of the General Practitioner in the 


Treatment and Prevention of Tuberculosis 


WHILE it should be self- 
evident that medicine owes 
the same duty to the tu- 
berculous patient that it 
owes to one suffering from any other dis- 
ease, yet until now it has not recognized 
this duty. In recent years, however, the 
fact that tuberculosis has been proved to 
be a curable and preventable disease is 
forcing physicians to accept it in the same 
spirit that they accept diseases of the 
heart, or kidney, or pneumonia and dia- 
betes. 

Since 1900 the death rate from tubercu- 
losis in the United States has fallen from 
200 per hundred thousand population to 
less than 60 per hundred thousand. Does 
this bear the interpretation that our prob- 
lem is seven-tenths solved, and that our 
death rate will continue to lessen at the 
same pace, and that the remaining three- 
tenths will be wiped out in another fifteen 
years? I am sure that no optimist expects 
such a result. However, optimistic stu- 
dents of the problem expect further reduc- 
tions to be slower, but yet to be accom- 
plished at a gratifying rate. 

No doubt the progress made so far has 
been in some respects the easiest because 
tuberculosis has been so common that 
every one has been acquainted with it and 
nearly every one has felt its heavy touch 
upon some member of his family or upon 
some intimate friend. The reduction of 
the number of deaths from 200 per hun- 
dred thousand to 60 is reducing the ac- 
quaintanceship with the disease to such an 
extent that we already hear its relative 
infrequency commented upon. 

If the recognition of this decreased fre- 
quency should carry with it the recogni- 
tion of its curability and preventability, 
all would be well and good. On the other 
hand, if it should carry such a feeling of 
security as to breed a tendency to lessen 
the vigilance which has made the accom- 
plishment possible, then the result would 
be disastrous. 
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BY 
F. M. POTTENGER, M.D. 


Monrovia, California 


In the future it may be 
much more difficult to hold 
the interest of organiza. 
tions which have been ip 
the forefront of the battle against tuber- 
culosis than it has been in the past, so we 
must supplement that part of lay interest 
which has been due to self-interest be- 
cause of fear of the disease, by an awaken- 
ed interest on the part of the general med- 
ical profession. The humanitarian aspects 
of the disease may be expected to continue 
to interest both physicians and laymen. 

Physicians who graduate today have 
their minds more on chronic disease than 
formerly was the case, because of the de- 
cline in incidence of the acute infections, 
on the one hand, and the increase of the 
degenerative disease due to our aging pop- 
ulation, on the other hand; so it will not 
be out of line for medical practitioners 
who are graduating today to develop an 
interested understanding of the problems 
associated with the diagnosis and treat- 
ment of tuberculosis. 

While it is true that the diagnosis of 
tuberculosis requires a somewhat different 
approach to the patient than some of the 
diseases in which the profession has been 
more intimately interested, yet the ap- 
proach is simple and rational and within 
the grasp of every well trained physician. 
The treatment of tuberculosis requires on 
the part of the physician, aside from a 
fundamental knowledge of the disease, and 
understanding of the physiologic princi- 
ples which are essential to its healing, a 
peculiar psychology which enables him to 
maintain an interest over a period of 
months during most of which time the pa- 
tient may feel in a state of almost perfect 
health. While this psychology may not be 
attained by all, yet it is quite reasonable 
to expect physicians to know the measures 
which are used therapeutically and if un- 
able to apply them, themselves, to refer the 
patients to those competent to do so. 

The field of diagnosis can be taken over 
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by general medicine except in the most 
difficult cases. The average case presents 
little difficulty in diagnosis because the 
disease is usually well established when a 
physician is first consulted. Unless pa- 
tients present themselves for examination 
earlier in the future than they have in the 
past, not more than twenty per cent of 
eases should give the general men anv 
great difficulty in making a diagnosis. 
They might experience difficulty, how- 
ever, in estimating the severity of the les- 
ion and in choosing the particular thera- 
peutic measure or measures which would 
offer the best chance of cure. 

I have long taught that general medical 
men should accept tuberculosis as a dis- 
ease which should receive their best en- 
deavor the same as such diseases as those 
of the heart, gastrointestinal tract, and 
kidney, and then study it so as to give 
themselves confidence in dealing with it. 
Then their apathy would soon be replaced 
by an intelligent interest. Then better and 
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earlier diagnosis would be the rule. This 
is a duty which the profession owes to it- 
self, as well as to the tuberculous patients 
who consult them. 

A carefully taken history with an ana- 
lysis of the symptoms, a good X-ray plate, 
and a proper examination of the sputum 
should enable the physician to detect at the 
time of the first examination most of the 
cases that seek medical aid. Where un- 
certainty exists a careful study of the his- 
tory will usually help the examiner decide 
whether or not further study or consulta- 
tion is necessary. 

For more than twenty years I have been 
making use of an etiologic classification of 
symptoms. By considering symptoms in 
connection with their etiology it has 
helped me very much in determining the 
presence or absence of activity, and I re- 
commend it to the general man as being of 
great value. The classification is as fol- 
lows: 


Etiologic Grouping of Common Symptoms of Pulmonary Tuberculosis 


GROUP III 
SYMPTOMS DUE TO THE 
TUBERCULOUS PROCESS 

PER SE 


GROUP I GROUP II 
SYMPTOMS DUE TO SYMPTOMS DUE TO 
TOXEMIA REFLEX CAUSE 
Malaise Hoarseness 
Lack of endurance Tickling in larynx 
Loss of strength Cough 


*Frequent and pro- 
tracted colds (tuber- 
culous bronchitis) 


Spitting of blood 
Pleurisy (tuberculosis of 


Digestive disturbances 


Nerve instability which may result in 


Loss of appetite 


loss of weight / pleura) 
Digestive disturbances ‘ 
. h a Circulatory disturbances Sputum with or without 
(hypomotility and son 
h ; Chest and shoulder pains bacilli 
yposecretion) 
Flushing of face 
Metabolic disturbances Spasm of muscles of 
r i 
ir _ in loss of shoulder girdle and 
— crus and central tendon 
Increased pulse rate of diaphragm 
Night sweats Diminished motion of af- 
Elevation of temperature fected side. Lagging 
Anemia If chronic, degeneration 
Leucocytie changes of apical soft tissues 
*Strictly speaking, “colds” should not be listed among the symptoms; for the “cold”, as so often described, is 
4 Syndrome of acute spread of infection; a large reinoculation with tuberculoprotein; or caseation and cavitation. 
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This classification shows the three fac- 
tors which are operative in producing 
symptoms: the toxins, with their action 
upon the nervous system, the endocrine 
system, and the cells of the body; the re- 
flexes, which are transmitted through the 
vagus and sympathetic nerves which sup- 
ply the lung; and the tuberculous inflam- 
mation locally in the lung. and pleura. 

It readily will be seen that the toxic 
group is only present when the disease is 
active and the patient is absorbing poi- 
sons, a condition which is often absent for 
quite long periods during the chronic 
course of tuberculosis. One must expect 
to find these symptoms only when the dis- 
ease is distinctly active. Some of the re- 
flex symptoms, however, will remain even 
until the disease is healed. 

The most significant of the three groups 
of symptoms is the one caused by the tu- 
berculous process per se, because these are 
produced in the tissues where the inflam- 
mation exists. 

Hemorrhage is due to the inflammatory 
condition producing injury to the local 
blood vessels. 

Pleurisy is caused by a subpleural in- 
volvement, or an infection of the pleura 
itself. 

Sputum is a result of the inflammation 
in the lung stimulating the mucous cells, 
or producing necrosis of tissue in which 
case the focal contents with bacilli are ex- 
pelled. If the sputum contains tubercle 
bacilli, of course, the diagnosis is readily 
made. 

However, it is important that the phys- 
ician understand something of the ac- 
curacy of sputum examination. Any case 
which is decidedly suspicious should not 
be turned down as being non-tuberculous 
simply because bacilli are not found by the 
ordinary method of examination, for it re- 
quires the presence of large numbers of 
bacilli to find them by the usual Ziehl- 
Nielson technic. 

Hemorrhage, if it consists of an amount 
approaching a half teaspoon of bright 
blood, should be considered as ‘coming 
from a tuberculous focus, unless proved 
otherwise. Other causes of spitting of 


14 


DISEASES OF THE CHEST 


blood are bronchiectasis, lung abscess 
malignancy, and certain other rare infee. 
tions. 

Pleurisy, whether it be dry or pleurisy 
with effusion, is nearly always tubercy. 
lous if it comes on without some definite 
cause such as pneumonia, or an injury to 
the ribs. 


Frequent and repeated colds can not be 
strictly interpreted as a symptom of tv. 
berculosis, because it is a syndrome of jn. 
creased activity, in which numbers of 
symptoms are present. Nevertheless, it is 
a frequent complaint of the patient. 


An analysis of the symptoms according 
to this classification will prove to be very 
helpful—more helpful than considering 
each symptom as an entity. This classi- 
fication shows that there are three fac- 
tors and not thirty or forty individual | 
symptoms to be considered. Rarely is ac- 
tive tuberculosis present without more 
than one group of symptoms being repre- 
sented. 

The medical man who first sees the tu- 
berculous patient can render a service for 
which he can never be adequately renv- 
merated, by advising him how to conduct 
himself so as to minimize the danger of 
further spread of the disease and of its 
further breaking down. Oftentimes the 
correct advice at this time will save 
months of treatment, reduce the crippling 
effects of the disease to a minimum, and 
may even save life. The confidence which 
patients put in the medical profession de- 
mands intelligent advice at this crisis. 


The patient suffering from active tuber- 
culosis harbors as great a threat to life as 
the one with acute appendicitis, yet the 
chronicity of the disease clouds the prog- 
nosis. The death of the tuberculous pa- 
tient four or five years after the disease 
has been discovered is no less the result 
of a failure to properly advice than the 
death in appendicitis which takes place 
a few days after improper advice is given. 


Active tuberculosis calls for immediate 
rest and the establishment of a properly 
devised hygienic and physiologic regimen 
just as much as appendicitis calls . for 
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surgery. What further will be needed is 
not so urgent. 

The general physician must know the 
principles of treatment and see that they 
are applied at once on a diagnosis of ac- 
tive tuberculosis having been made. While 
there are certain cases in which there may 
be little danger of doing harm by a less 
strict regimen, yet these require a more 
comprehensive analysis than would be ex- 
pected of one who sees only a case now and 
then. So for safety, bed rest should be 
ordered until it is definitely determined 
how and by whom the patient is to be 
treated. If the physician is able and suf- 
ficiently interested to carry out the treat- 
ment himself, the permanent regimen 
should be established at once. If not, the 
patient should be quickly referred, for 
time is often an important factor in deter- 
mining the future usefulness and even the 
life of the patient. If the physician does 
not have the confidence in his own ability 
to handle the acute phases of the disease, 
he could advantageously send his patient 
to some well conducted sanatorium for 
education and treatment until this phase 
has passed. This educational phase of 
sanatorium treatment has not been suf- 
ficiently emphasized in the past. 


Not only can the general physician who 
is tuberculosis-minded and who has con- 
fidence in his ability to render service to 
the tuberculous patient diagnose the dis- 
ease and establish and decide the nature 
of the treatment, but he can render an- 
other great service by examining those 
who have come intimately in contact with 
open cases. It is not difficult to give a 
tuberculin test; it is nothing that any 
graduate in medicine can not do after a 
few moments of instruction. 

In case any one who has come in con- 
tact with an open case reacts to tubercu- 
lin, an X-ray should be taken to see if the 
pulmonary tissue is involved. If the X-ray 
shows the infection to be confined to the 
primary focus and regional glands, and if 
no evidence of activity is present, no treat- 
ment need be instituted. However, reac- 
tors should be re-examined at intervals of 
from three to six months, and at any time 
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should there be any evidence of interrup- 
tion of the normal well-being of the reac- 
tor. 

The physician should be careful to ex- 
plain that while reaction means infection, 
it does not mean disease. The test is pro- 
tective, particularly in children, in that it 
puts the family physician in possession of 
the knowledge of the fact of infection and 
permits him to guide the child during the 
period of development. 

What greater service can the general 
physician render to any family than to 
diagnose tuberculosis at once should any 
member become afflicted, apply the prop- 
er treatment when it is diagnosed, and 
study those who have been exposed, and 
reassure them that no infection is present; 
or pick out any that may have become in- 
fected with the assurance to the family 
that with proper guidance there is little 
likelihood of their breaking down. 

This is the type of service that general 
physicians can take the responsibility of 
rendering if only they will. This is the 
type of service that will insure a continua- 
tion of the decline in the death rate of tu- 
berculosis, and a merited confidence in 
medicine on the part of the public. 


THE May issue of DISEASES 
OF THE CHEST will be a 
special convention edition 
and will be dedicated to the progress made 
in combating tuberculosis in Missouri. 

The papers for this issue will be con- 
tributed by the physicians of Missouri, 
who have had an important part in ;and 
are especially trained for 
work. Important phases of tuberculosis 
activities, including data and photographs 
of the sanatoria of the state will be a 
feature of this issue. 

The committee in charge is making 
every effort to pay a tribute to the State 
of Missouri, which is honored this year in 
having the meeting of the American Med- 
ical Association at Kansas City. 

Murray Kornfeld, managing editor of 
the DISEASES OF THE CHEST is establishing 
headquarters at Kansas City to assist the 
committee in compiling this Special Mis- 
souri Edition. 


Convention 
Issue 


The Diagnosis of 
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Incipient Pulmonary Tuberculosis 


THE DIAGNOSIS of incip- 
ient pulmonary tuberculo- 
sis has long been looked 
upon as a difficult task 
and an intricate procedure involving spe- 
cial knowledge and facilities. This is not 
the case. An early diagnosis of tuber- 
culosis depends upon three factors, each 
of which is well within the reach of any 
practitioner. These three basic factors 
are: 

1. That the physician takes the time 
necessary to get acquainted with the 
patient so that he will be at ease and so 
that he may bring out the essential de- 
tails of the patient’s story. 


2. Next, willingness on the part of the 
physician to weigh each symptom care- 
fully and to pick out the essential points 
brought out in his subsequent physical ex- 
amination. This in every case should in- 
clude records of temperature and pulse, 
not in the doctor’s office which are of 
little or no value but taken quietly at 
home under normal conditions. Having se- 
cured all this data, taking time to go over 
all of this carefully, eliminating the non- 
essentials and retaining only that which 
has a distinct bearing on the case. 


3. Finally, securing additional help in 
the way of an x-ray examination inter- 
preted by an expert along with certain 
laboratory tests, chiefly the examination 
of the sputum. 


The task of obtaining all this is not dif- 
ficult providing the physician is willing 
to take the time, nor need it be unduly 
costly. With this evidence at his disposal 
he should be able to answer these three 
questions : 


(1) Has this patient tuberculosis of 
his lungs? 
(2) Is the disease in active form and 


is it the cause of his symptoms? 
If so, what should be done about 


(3) 


BY 


JOHN B. HAWES, 2nd, M.D. 


Boston, Mass. 


Now let us take up more 
in detail the procedures 
outlined above necessary to 
make a diagnosis of incip. 


pient tuberculosis. First comes the pa- 
tient’s own story. This cannot be hurried, 
At all times and in every case it is impor- 
tant to bear in mind that one is dealing 
with a human being worried and appre. 
hensive and not with what may or may 
not turn out to be merely a case of tuber. 
culosis. At the beginning it is well to ask 
the direct question, ‘“‘What brings you to 
my office?” and to follow it up with an- 
other one, “When did you last feel per- 
fectly well?” 
point, continue from there on. Bear in 
mind that any cough or cold with or with- 
out sputum which lasts from 4-5 weeks 
should be investigated. It may not mean 
tuberculosis but it does mean something. 
Remember likewise that there is no cough 
which is typical of tuberculosis. Hacking 
coughs, dry coughs, chest coughs or that 
mysterious stomach cough mean nothing 
as far as tuberculosis is concerned. Rais- 
ing of blood in any quantity should be 
investigated while if the patient states 
that he has raised as much as a teaspoon- 
ful of blood the physician may well feel 
that tuberculosis is present until the con- 
trary is proved. A history of pleurisy 
with effusion justifies a tentative diag- 
nosis of tuberculosis. Loss of weight is 
only important providing it cannot be ex- 
plained. Dietary fads are so frequent now- 
adays that the fact that the patient has 
lost 15-20 pounds may and often does 
mean little or nothing. Loss of strength 
and energy although important if proven 
is a vague affair at best and always dif- 
ficult to evaluate. 

Above all, put no faith in what a pa- 
tient may say concerning the presence or 
absence of a fever or a rapid pulse. In 
every case secure this data for yourself. 
Likewise, put no faith in temperature and 
pulse observations taken in your own of- 
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fice. Show the patient how to use a ther- 
mometer and how to take his own pulse; 
give him a chart with directions to take 
temperature and pulse in the late after- 
noon and in the evening—at 4 and 8 p. m. 
_for three or four days and have him 
send this chart to you. This is the only 
way to get accurate information on this 
subject. For over 25 years this has been 
my invariable custom and it has been 
only in the rarest instance that a few 
minutes’ instruction has failed to instruct 
the patient in accurate temperature and 
pulse observations. 

In your physical examination see that 
sufficient clothing is removed so as to en- 
able you to examine easily every part of 
the chest. In going over the patient’s 
lungs in every case remember what you 
are looking for, namely, localized persis- 
tent rales, usually at an apex. Percussion 
is coming to be a lost art although in 
the hands of experts it gives much valu- 
able information. Palpation and inspec- 
tion usually yield comparatively little but 
if on using the stethoscope one hears fine 
crackles at one apex and if these persist 
after the patient has been taught to cough 
and then to breathe in and out immedi- 
ately afterwards, you have sufficient evi- 
dence on which to base a_ provisional 
diagnosis of tuberculosis at least. Changes 
in voice or breath sounds in the early cases 
are not particularly important. One may 
truthfully say, therefore, that just as the 
presence of tubercle bacilli in the sputum 
makes the diagnosis a definite one while 
the absence of such germs proves nothing 
at all, so the elicitation of fine, cracking 
rales which persist after the patient has 
coughed is an important point in your 
positive diagnosis, but likewise, the fact 
that such rales are not present does not 
prove that tuberculosis is not the correct 
diagnosis. I have often felt that in the 
detection of these early cases if the stetho- 
scope were used less and the thermo- 
meter and observations of pulse used 
more fewer mistakes would be made. 

Now we come to the x-ray. Formerly, 
the expense of an x-ray examination often 
prevented the obtaining of this important 
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evidence. Nowadays when clinics and dis- 
pensaries, sanatoria and hospitals so 
abound there is no excuse for not hav- 
ing the help of an x-ray examination in 
every case where tuberculosis is suspect- 
ed. If you are not accustomed to reading 
x-rays yourself, do not attempt to do so 
in this instance. In most cases the prac- 
titioner is quite at the mercy of the roent- 
genologist. If he is a conservative and 
sound man he will report to you as to his 
findings which may be, for instance, that 
there is “diminished radiance” and “evi- 
dence of parenchymatous infiltration at 
one apex” which is probably of tubercu- 
lous origin or which suggests an early 
tuberculosis process. If, however, he at- 
tempts to state whether that aforesaid 
process, the shadow of which he sees on 
the x-ray film, is active or inactive and 
is or is not causing symptoms, I should 
be inclined to disregard his report alto- 
gether and to take the film and to have it 
interpreted by someone else. I am firmly 
of the opinion that it is only in the rarest 
of instances, if ever, that the roentgenolo- 
gist is entitled to give a definite opinion 
concerning activity or inactivity. He 
might well say, and often has a per- 
fect right to say, that in his opinion the 
shadow, from its “haziness” or “softness’”’ 
or its “snow-flake” appearance suggests 
activity. Further than this he has no 
right to go. It is the duty of the patient’s 
physician from his own observation of 
temperature and pulse and from his care- 
ful sizing up of other signs and symptoms 
elicited from his history and examination 
to decide whether or not the patient is 
suffering from active pulmonary tuber- 
culosis. 

Finally, a word concerning laboratory 
tests. Of these, the examination of the 
sputum is the only one of real impor- 
tance, certainly from the point of view of 
the general practitioner. Tuberculin 
tests, blood studies, sedimentation rates 
and others may well be left to the special- 
ist and to the laboratories and institu- 
tions for tuberculosis. Remember, how- 
ever, as I have emphasized early in this 

(Continued to page 28) 
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Calcium Therapy in Tuberculosis” 


THE utilization of cal- 
cium as a_ therapeutic 
agent in the treatment of 
tuberculosis has been 
based for many years on the supposed 
demineralization theory. Many writers 
reported an excess of calcium salts in the 
urinary and alimentary excreta in the 
presence of active tuberculous disease and 
therefore felt it was necessary to replinish 
the body tissues. In discussing calcium, 
we do not lose sight of the other mineral 
salts (phosphorus, ete.) which have im- 
portant parts in body function, yet are lit- 
tle understood. 

In recent years considerable experimen- 
tation in this field has given rise to many 
new ideas as to the value of this substance. 
Many investigators have attempted 
through feeding calcium or calcium com- 
pounds to increase the deposition of lime 
salts into areas of tuberculous disease in 
the hope of creating calcification which 
would result in healing. This only occurs 
in a very small proportion of patients with 
the disease. There is, however, at the pres- 
ent time a definite understanding that an 
increased calcium intake in itself does not 
affect the blood or tissue calcium unless 
certain activating substances are presert 
to aid in the tissue deposition of calcium 
with a consequent increase in its absorp- 
tion. 

Some studies in tuberculosis that reiate 
to calcium have resulted in definite con- 
clusions. Peterson and Levinson have re- 
ported moré deaths among tuberculous pa- 
tients with a low blood calcium. Those 
patients with a higher blood calcium evi- 
denced a healed or healing lesion and, 
therefore, a good prognosis. There were, 
however, instances in their series in which 
a high blood calcium was found, associated 
with an advanced lesion, which change 
these investigators attribute as due to a 
transfer of the calcium from disintegrated 
tissue to the blood. 

Cantarow reports that in a series of pa- 


"From “Clinical Tuberculosis,” by Benjamin Goldberg. 
Published by F. A. Davis, Philadelphia, 1935. 
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BENJAMIN GOLDBERG, M.D. F.A.C.P. 
Chicago, Ill. 


tients with a chronic fj. 
broid tuberculosis a cop. 
siderable variation in re. 
spect to the diffusibility 
of the serum calcium was present; an in- 
creased diffusibility in active exudative 
cases; and a decreased diffusibility in 
benign proliferative types. Cantarow, also, 
in studying the diffusible calcium ratio in 
sixteen patients having advanced exude- 
tive lesions, all clinically active, four of 
which patients were critically ill, demon- 
strated a diffusibility ratio of 117 to 152, 
the ratio in normal, healthy individuals 
being 82 to 115. 


In a series of eleven individuals with 
fibroid tuberculosis, none of whom were 
critically ill, the diffusibility ratio yaried 
from 56.7 to 80.1. Thirty-six patients 
showed a normal range—82 to 115—these 
latter all having chronic ulcerative tuber- 
culosis in varying stages of activity. In 
this latter group there appeared to be no 
correlation between calcium distribution 
and the nature or extent of the pulmonary 
lesion. Increased diffusibility of blood 
calcium denotes increased permeability 
and it appears that an increased ratio of 
diffused to non-diffused calcium is as 
sociated with the exudative types of tuber- 
culosis, while a subnormal diffusibility 
ratio occurs in proliferative or fibroid tu- 
berculosis. 


Peterson, with his “blister test”, shows 
the presence of diminished permeability 
through the skin capillaries in fibroid tv 
berculosis, but in the exudative types of 
the disease the permeability seems to be 
definitely increased. 


One might also mention the work of Ell 
man, who, recognizing the place of the 
parathyroid gland secretions in calciu 
metabolism in the body, studied the hist 
logic structure of such glands in the 
berculous and noted evidence of increased 
function in such tissue sections, which 
would, according to this worker, depict the 
need for an increased calcium intake. 
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The work of Peterson and Levinson in 
capillary permeability, and my personal 
work with Reed, has led me to feel that 
calcium is important and that its value in 
tissue reactivity is to stabilize tissue cells 
and to control the phenomenon of sensi- 
tization or allergy. In tuberculosis this 
may be summed up as follows: 


Initial or primary infection in the hu- 
man host creates a sensitization or re- 
activity of tissue to further infection with 
tubercle bacilli. This sensitization or re- 
activity is manifested in its most minute 
form by cell irritability, which when 
marked, allows of increased cell perme- 
ability and, therefore, increased capillary 
permeability. A new infection with tu- 
bercle bacilli stimulates this sensitiza- 
tion procedure so that exudate is poured 
out as a result of cell irritability and 
permeability. Such exudate may either fix 
the bacilli in situ or may also be an at- 
tempt on the part of nature to wash these 
irritating bacilli from the tissue cells 
where they have settled. 


This is normally considered a defense 
reaction on the part of tissue cells in the 
presence of organisms which may prop- 
agate, but where extensive exudate is 
thrown out and carries bacilli, invading 
new tissue, it may create new pathological 
entities and endanger the patient. The de- 
gree of tissue reactivity and capillary 
permeability, resulting from the irrita- 
tion of the infecting organism, is depend- 
ent upon the irritability of the single cells 
and the permeability manifested by such 
cells. An increase in the calcium content 
of the body tissue and blood apparently 
tends to lessen cell irritability and capil- 
lary permeability, thereby lessening the 
amount of exudate, hardening, as it were, 
the fixed tissue cells, preventing an exten- 
sion of the infecting organisms and tend- 
ing to limit the destruction by their toxins. 


The improvement of calcium metabo- 
lism in the body seems to be largely de- 
pendent upon certain specific, activating 
Substances, of which the most important, 
to our knowledge, at this time, is vita- 
min D. Before discussing the role of 
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vitamin D, I would mention other asso- 
ciated conditions which effect this meta- 
bolism. 

When taken into the body by the ali- 
mentary tract, calcium absorption is based 
on several factors. The hydrogen ion con- 
centration of the small bowel is important, 
inasmuch as an alkaline medium tends to 
cause insoluble calcium salts. Kahn and 
Roe have shown adequate absorption in 
calcium feeding when calcium is given 
between meals, at which time intestinal 
alkalinity is not so marked. Bernheim 
states that the fats may through combina- 
tion with calcium, form insoluble soaps, 
and oxalic acid found in some vegetables 
may form insoluble calcium oxalates. An 
excess Of phosphorus in proportion to 
calcium may also form an insoluble ter- 
tiary calcium phosphate. Bergeim demon- 
strated increased calcium and phosphorus 
absorption in the presence of calcium lac- 
tose feeding because of increased acidity, 
due to lactic acid fermentation. Mellanby 
has determined that decreases in calcium 
and phosphorus absorption occur with 
quantities of bread, oatmeal and maize 
and rice in the diet. It would, therefore, 
seem important to heed these results of 
experimentation in calcium feeding. 

The amount of calcium to be given and 
the type of calcium has created contro- 
versial discussion. It seems wise in the 
light of recent work on the importance of 
phosphorus in conditions where a de- 
ranged calcium metabolism is the most 
prominent clinical feature, to administer 
calcium in combination with phospho- 
rus. This is warranted on the basis 
that a large dietary excess of phosphorus 
inhibits adequate absorption of calcium, 
and may even draw on the calcium of fixed 
base reserves of the body, resulting in a 
negative calcium balance; likewise a large 
excess of dietary calcium may be expected 
to combine with phosphorus, drawing it 
from the body stores, and resulting in its 
excretion as calcium phosphate. It is by 
thus feeding a large excess of calcium as 
compared to phosphorus that rickets is 
experimentally produced. For this reason 
it seems advisable to use one of the cal- 
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cium phosphates. Powdered bone meal, 
essentially tricalcium phosphate, is avail- 
able commercially; I have used a mixture 
of this material with dicalcium phosphate. 
The advantage of using such inorganic 
preparations is that calcium and phos- 
phorus are supplied in approximately the 
same proportion as is required for the cal- 
cification of tubercles. Calcium: gluconate 
and lactate may be given for immediate 
emergency. The dosage should be from 10 
to 20 grains three times daily to supply 
evident needs or dietary deficiencies. 

Vitamin D. The efficiency of calcium 
metabolism is apparently dependent upon 
the presence of certain conditions in the 
body, as pointed out above, in addition to 
the presence of activating substances, of 
which vitamin D at this time stands out 
as most important. We would not here 
delete the thought that some of the other 
vitamin substances may and do act as 
synergists in stabilizing the mineral meta- 
bolism of the body. 


The research of Mellanby, of Hess, and 
of McCollum pointed the discovery of vita- 
min D in foodstuffs, as did Huldschinsky, 
with ultraviolet light, in determining its 
anti-rachitic value. This anti-rachitic ac- 
tion is dependent upon changes in the 
calcium and phosphorus chemistry of the 
body. Recent experimentation as to the 
value of vitamin D has been extended to 
other disease syndromes, particularly the 
sensitization or allergic group of diseases. 


Vitamin D, in sufficient quantities, has 
the ability to mobilize calcium in the blood, 
acting singly or possibly through the para- 
thyroid hormone. It thus, if given in 
adequate amounts, may produce a hyper- 
calcemia with increased deposition of cal- 
cium into tissue cells, and a resulting in- 
creased calcium absorption. This complex 
mechanism of biochemical activity in- 
fluences cell and capillary permeability 
and, therefore, exudative processes which 
are factors in cell reactivity, sensitization 
or allergy. 

1. Codliver Oil—This oil has been used 
empirically for many centuries in the 
treatment of pulmonary tuberculosis with- 
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out any definite knowledge of its action, 
More recently, with the extension of 
knowledge of vitamins, has come a realiza. 
tion of its importance in the maintenance 
of the mineral metabolism in the body 
through its vitamin D content. In addi- 
tion, it has a liberal vitamin A content, 
traces of iodine, biliary salts and other 
substances. The fat content is of impor. 
tance as a food in the patient of poor nutri. 
tion. Preference is given to codliver oj] 
in vitamin D feeding in the general diet 
of the tuberculous. Cod liver oil here js 
given in amounts of one-half to one ounce 
three times daily after meals. The cod- 
liver oil selected for use should be one of 
the products of a reputable manufacturing 
concern with adequate testing facilities. 
Where obesity is present, or additional 
vitamin D is necessary, a fortified prepa- 
ration containing viosterol may be utilized, 
so that smaller amounts of the oil may be 
given, yet dispensing an adequate amount 
of vitamin D. Where personal distaste to 
the oil is present, it may be given in such 
vehicles as orange juice, tomato juice, 
wine, etc. Even in such vehicles patients 


may manifest digestive upsets or may§ 


have other idiosyncrasies and refuse to 
take this important substance. Vitamin D 
may then be given in the form of irradi- 
ated ergosterol (viosterol). 


2. Viosterol. Applying the knowledge 
that ultraviolet rays had an anti-rachitie 
factor, Hess and Anderson and Griffith 
and Spence have shown that the wave 
lengths most potent in developing this sub 
stance existed in the ultra-violet zone be 
tween 302 and 265 millimicrons. Irradia- 
tion of ergosterol with ultraviolet produces 
a substance which may have a potency a 
regards the anti-rachitic element ranging 
from 200,000 to 700,000 times that in the 
average codliver oil, making necessary 
dilutions to the potency of 100 times the 
standard codliver oil, which is the cofnm0o 
commercial preparation. 


The dosage of viosterol which we have 
used until recently has approximated 20 t0 
40 drops, using the dropper furnished 
when the product is purchased. 
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Historical: In a previous 
report attention was called 
to Reubold (1), who in 
1834, reported that he had 
found oidia in human respiratory pas- 
sages. This observation was followed by 
others, and Raum, in 1891, produced 
death in a rabbit by inoculating the animal 
with yeast. In 1894 Busse published his 
experiences with yeast pyemia, and sub- 
sequently numerous other instances of 
yeast infections have been described in 
the literature. In recent years Kotts and 
Fleischer, (2) Lewis (3) and Stovall, (4) 
have each added considerable information 
concerning the importance of these fungi, 
in that they have presented patients with 
lesions proved to have been caused bv 
pathogenic yeasts. Information is now 
available of sufficient amount and scien- 
tific accuracy to state several positive 
facts, (a) that certain yeasts are disease 
producers and (b) that such organisms 
may infect and damage numerous tis- 
sues; especially those of the meninges 
and the lungs. (5) 


Bacteriology and Classification: The 
pathogenic yeasts, referred to in this 
paper, conform to a large group rec- 
ognized as Monilia, which Castellani has 
classified according to sugar reaction. 
They may be further classified into two 
sub-groups, (a) those that produce con- 
idia and ferment several sugars, and (b) 
those that only grow by budding, and 
that only ferment an occasional sugar. 
Other cultural features are usually def- 
inite, in that the growing colonies can 
be easily recognized by their grey-white 
color, elevation, homogeneity and feath- 
' ery irregular edges. As a rule these 
yeasts grow best on acid glucose agar. 
Repeated transplantation, however, en- 
ables them to grow on any enriched 


*From the 
Atlanta, jo ee of Pathology, Grady Hospital, 
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Pulmonary Moniliasis . . . 


A Brief Resume of the Clinical, Pathological and 
Diagnostic Phases of the Disease and its Treatment 


JACK C. NORRIS, M.D.* 
Atlanta, Ga. 


medium. Technically, a cul- 
ture should be grown many 
months on various medias, 
at several different temp- 
eratures before their true classification is 
attempted, of else the organism might 
be erroneously ‘named. It should be re- 
membered that the yeasts are plemorphic 
and full of cultural surprises. Even 
the better bacterologist may be fooled 
by their behavior. In our laboratories 
we make first transplants on Sabour- 
raud’s media, from freshly obtained 
sputum collected in sterile containers, 
after a thorough mouth cleaning. Colo- 
nies are selected on the fourth or fifth 
day of incubation and are then transfer- 
red to a large series of different carbo- 
hydrates. Later, we make animal inocu- 
lations while the culture are young. For 
this purpose the rabbit is one of the bet- 
ter animals. The injections are made in 
accordance with technical procedures, as 
outlined in a previous report by the 
author. (7) As a rule pathogenic yeasts 
will produce granulomata about the ingui- 
nal glands. If given intravenously, they 
nearly always produce a severe septice- 
mia with especial involvement of the 
kidneys, liver, spleen and peritoneum. 
Nasal instillations often cause a pneu- 
monia or an enlargement of the tracheo- 
bronchial glands. Such findings in an 
animal are of sufficient importance to 
classify a yeast as pathogenic and are in 
accord with Castellani’s postulates for 
pathogenicity. 

Clinical Features and Occurrences: The 
patient’s main complaint will usually be 
that of a chronic, very productive, cough 
with sputum of watery consistency that 
contains much grey-white, semi-coagu- 
lated, mucinous material in which may, 
or not, be small specks of blood. The 
sputum has often been noticed to have 
a definite pungent smell, strongly simu- 
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lating the odor arising from fermenting 
yeasts. Associated with the cough may 
be sore mouth, sub-costal pain, occasional 
irregular fever and headaches. Loss of 
weight is not an important complaint un- 
less the disease has lasted several months. 
Physical examination will disclose a few 
rales, most often in the lung bases or 
about the hilus—seldom in the apices. X- 
rays in several cases have revealed ir- 
regular fanlike areas of increased densi- 
ty in one, or both bases, though in the 
beginning nothing of importance may be 
visible in the negatives. Most of the pa- 
tients observed by the writer were males 
and as a rule they appeared to have been 
well developed people before their ill- 
ness. It is important to remember, how- 
ever, that in nearly every patient there 
was a history of another disease. One 
person had a lung abscess, another stom- 
ach trouble and still another heart dis- 
ease. All of which indicates that the 
yeasts most likely implant themselves 
best upon previously damaged tissues. 
The organisms may be associated with 
bronchiectasis, bronchitis and streptococ- 
cic processes and in children who have 
thrush. Tuberculous individuals may be 
affected and the infection may delay re- 
covery from tuberculosis. 1 have been as- 
tounded at the number of instances in 
which yeasts occur in the sputum of tu- 
berculous individuals. In a survey of 
two sanatoriums (9) I found yeast in 
the sputum of 15 per cent of those ex- 
amined and in a large number of these, 
tubercle bacilli could not be found in the 
sputa. This ‘observation seems important 
for it seems that pulmonary yeast lesions 
can simulate tuberculosis and such les- 
ions should be differentiated for the for- 
mer is curable with specific therapy, 
while tuberculosis consumes months of 
time and patience, aside from the econo- 
mic factors involved, and eventually may 
often prove fatal. 


Pathology: The histology of yeast les- 
ions has been ascertained through animal 
inoculations. The pulmonary lesions in 
the animal consist grossly of small tu- 
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bercle-like processes of  grey-white 
color. Historically these areas often sim. 
ulate atypical tubercles. There are o 
casional giant cells, numerous fibroblasts, 
lymphocytes and plasma cells, all of 
which represent a chronic or slow groy. 
ing tissue reaction. Within and about 
such inflammatory areas may be seep 
yeast cells. 


Necropsy studies in the infected human 
are rare. Lewis (3) described a patient 
whose lungs had many small pus cavite- 
tions about the small bronchioles in which 
yeasts were present in enormous num- 
bers. Microscopically, Lewis encountered 
pseudo-tubercles composed of fibroblasts, 


mononuclears, epethelial, plasma and a [ 


few atypical giant cells with an associated 
marked fibrosis. 


The other pathological features of mon- 
iliasis are concerned with the _ blood. 
Most patients have no increase in circu- 
lating leukocytes and instead there is a 
leukopenia with lymphocystosis. The red 
cells may be decreased and a moderate 
anemia may be present. The blood con- 
stituents, such as non-protein nitrogen, 
etc., are not involved. 


Complement fixation tests may be pos- 
itive, with antigens of high titre, yet such 
tests are not diagnostically dependable. 
Agglutinins are present in the blood but 
seldom in greater quantities than 1-20 to 
1-60 dilutions. An interesting phenomena 
has been observed in that normal healthy 
polynuclears will quickly ingest yeasts in 
large numbers when incubated in blood 
serum obtained from a patient with mon- 
iliasis. Such a reaction is of dependable 
diagnostic value. 


Diagnostic Criteria: The patient’s spl- 
tum should first be examined grossly for 
the physical characteristics that have 
been described. The smaller tenacious pal- 
ticles of sputum are best dissolved upon 
a slide in 10% sodium hydroxide, covered 
with a cover glass, and examined undef 
a low power lens. The yeasts are easily 
recognized by their buds and mycelia oF 
their double contour with surrounding 
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Pine Crest Manor Southem Pines, N. C. 


A private sanatorium for the TUBERCULOUS, 
located on a private estate of ninety acres, one mile 
from Southern Pines, six miles from Pinehurst. Alti- 
tude 600 feet. Central Administration Building and 
twenty-two cottages. Treatment consists of the usual 
sanatorium routine with special cmphasis on REST. 
Artificial pneumothorax and other surgical prece- 
dures employed when indicated. 


Descriptive booklet on request. For reservations, rates or other 
information, address 
JAMIE W. DICKIE, Physician in Charge 
Southern Pines, N. C. 


ASHEVILLE || 
North Carolina ASHEVILLE, NORTH CAROLINA 


Small private sanatorium where individual care is 


»” given. Graduate nurses in constant attendance. 
a a e Land of the Sky Rates $10.00 per week and up 


Mrs. M. L. Howell, Superintendent 


FAIRVIEW COTTAGE SANITARIUM AMBLER HEIGHTS SANITARIUM 
Opertooking city and mountains. Liberal diets, menu A modern sanitarium fully equipped for the 
system. All types of accommodations. Rates: $12.50 treatment of pulmonary tuberculosis 
to $15.00 per week, exclusive of medical care. Descriptive literature upon request 
“Write for illustrated booklet” Edwina M. Richardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 
ZEPHYR HILL SANATORIUM St. Joseph Sanatorium 
or the treatment of tuberculosis and chronic . 
(Conducted by the Sisters of Mercy) 
Medical Staff: Fireproof, steam heat. All rooms have private sleeping 
C.H. Cocke, M.D. S.L.Crow,M.D. J.W. Huston, M.D. porches with private or connecting baths. Graduate 
Mrs. W. I. Abernethy, R. N., Superintendent nurses in attendance. 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 
HILLCROFT SANATORIUM SUNSET HEIGHTS SANATORIUM 
Biltmore Station, Asheville, N. C. All rooms with porches, many with private or connect- 


ing baths - wonderful view of city and mountains. 
Open to all physicians of Asheville. 


Miss Minnie Gibbs, R. N., Superintendent 
ASHEVILLE NORTH CAROLINA 


For the Treatment of all forms of Tuberculosis 
Annie L. Rutherford, R. N., Superintendent 


VIOLET HILL SANATORIUM 


Owned and operated by Mrs. Florence Barth 


Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 
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capsules. A Grams stain will reveal that 
yeasts retain the gentian violet. The spu- 
tum should be examined in the above 
manner for several days and the contin- 
ued presence of yeasts alone is sufficient 
for establishing a tentative diagnosis. 
Other criteria are also important in that 
they establish the diagnosis beyond ques- 
tionable doubt. They are as follows: 

1. Repeated positive cultures with re- 
covery of the same type of yeast. « 

2. Repeated smears showing the con- 
tinual presence of yeasts in the sputum. 

3. Blood positive agglutinating tests, 
1-20, 1-60. Higher titre very significant. 

4. Phagocytic index should indicate in- 
creased phagocytic ingestibility of yeasts. 

5. Animal inoculations should prove the 
yeast to be capable of producing the in- 
fection in rabbits. 

6. Sugar reactions and cultural char- 
acteristics of the organisms should con- 
form to types of yeast pathogens now 
recognized as disease producers. 


Treatment: As stated before, a careful 
physical examination of the patient should 
be made and it is of great importance to 
exclude tuberculosis and other wasting 
diseases such as malignancy and meta- 
bolic maladies. It now becomes important 
to see that the patient is first given flu- 
ids in considerable quantities in conjunc- 
tion with alkalies so that acidosis and de- 
hydration may be prevented. Constipa- 
tion, if present, should be corrected and 
a diet of bland, nourishing, non-acid 
forming foods should be given. For spe- 
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cific medication potassium iodide in jp. 
creasing size doses should be adminis. 
tered. Sodium iodide given intravenously, 
grains 5, is of great value. If the proces 
is refractory to iodides, it is important 
to use sterile aqueous gentian violet 0.5% 
solution each week—6 cubic centimeters 
in the patient’s veins. Very few reactions 
occur from this solution. Violet ray js 
helpful. At other times, a yeast vaccine 
seems to aid in recovery and if the pa- 
tient has a mixed streptococcic yeast ip- 
fection a streptococcus vaccine, given 
prior to or along with the specific treat- 
ment, is often productive of excellent 
therapeutic benefits. The chemicals re- 
ferred to above are specific for yeasts. 
This has been established by the author 
in a previous report. (10) As a rule, pa- 
tients with pulmonary yeast infection run 
a chronic course and eventually recover. 
Occasionally death occurs, most often 
from complicating diseases. 
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GRACE LUTHERAN SANATORIUM 


Owned and Operated by For Treatment of Tuberculosis A high class institution 
The American Lutheran Church SAN ANTONIO, TEXAS Rates very moderate 


For patients irrespective of é 
denomination or creed Address: Paul F. Hein, D.D., Supt. Accommodations excellent 


a non-profitmaking CHICAGO FRESH AIR HOSPITAL 


institution for 
HOWARD STREET AT WESTERN AVENUE 


diseases of 
heart and where correct care cures 
lungs Rates from $2.00 Herbert W. Gray, M.D. . . Medical Director 


PORTLAND OPEN AIR SANATORIUM 
MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic surgery. 
The most recent advances in pneumolysis applied to those cases demanding 
| this branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
1004 Stevens Building Portland, Oregon 


Medical Directors: 


A modern and thoroughly-equipped institution Medical equipment is complete, with everything 
for the treatment of all forms of tuberculosis. used in the present day methods of diagnosis and 
Beautiful accommodations for patients, including treatment. 

Private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HENDRICKS-LAWS SANATORIUM | 


EL PASO, TEXAS 
CHas. M. HENDRICKS AND JAS. W. Laws, Medical Directors 
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INDICATIONS FOR PNEUMOTHORAX 


a severe intestinal tuberculosis. 

A mild cardiac or renal condition is no 
contra-indication although a severe one is. 

Age may be a factor. We do not look 
with favor on cases over 50 though, to 
be sure, these are rare. Early pregnancy 
or diabetes are not contra-indications. 

Pleural adhesions themselves are not 
contra-indications but may interfere very 
much with getting a _ satisfactory col- 
lapse. In many of these cases the best 
we can do is find a pocket and upon 
the size of the pocket depends the de- 
gree of benefit given the patient. This 
pocket acts the same as the fibroid case 
—the treatment is only palliative as the 
adhesions tend to hold open the part you 
wish to close. 

I feel asthma is a very strong contra- 
indication unless the asthma can be 
proven to be of bacterial origin. In these 
cases a vaccine may work wonders. It 
is true of course that if the paroxysms 
can be controlled we eliminate the cause 
and the patient, under strict observation, 
may stand the pneumo well. 

Pneumo on Left Side.—Matson believes 
he gets better results in left-sided cases. 
He thinks this is due to the fact that in 
the right-sided case there is pressure on 
the right heart and superior vena cava. 

Every man who is doing much artifi- 
cial pneumothorax work would greatly 
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rejoice if there were some standard by 
which we could determine the length of 
time the lung should be collapsed. It de 
pends on so many factors that it is dif. 
ficult to decide just when a lung shou 
be allowed to reexpand. We believe, hoy. 
ever, the best results are obtained jp 
cases where the lung has been collapsed 
four or five years. This must be decided 
by the general condition of the patient. 
As long as the patient shows any signs 
of activity—temperature elevation, rapid 
pulse—I would suggest keeping it col 
lapsed. At the Camp we allow it to re 
expand slowly, watching it carefully. 
There is no reason, of course, why the 
patient should not return to work after 
the symptoms of activity have ceased and 
the resistance is somewhat built up. The 
physical signs would be of no benefit in 
making this decision, constitutional symp 
toms must be the guide. 

I believe it is essential to watch all 
pneumothorax cases very closely with the 
fluoroscope. At the Camp we fluoroscope 
our patients every week. It is certainly 
necessary to have the patient under close’ 
observation when the treatment is start- 
ed. It should not be started at home or, 
if started at home to control a_ severe 
hemorrhage, the patient should be moved 
immediately to a hospital before the next 
treatment is given. 


SEATTLE 
Pneumothgrax, Phrenectomy and Thoracoplasty 


Frepenick SLYFinip, M.D 


LAUREL BEACH SANATORIUM 


(On the Salt Water Beach) 
A private sanatorium fully equipped for the modern treatment of Chest Diseases 


rooms. Rates: From $25.00 per week up, including medical care. 
JOHN E. NELSon, M.D. 


WASHINGTON 


X-Ray, Fluoroscope, 
Special diets when required; private and semi-private 


RayMoNv E. Tennant, M.D. 


Modern Hospital - Medical & Surgical 
Equipment of the Best. 


The Old Valmora Ranch : Valmora, New Mexico 


Roomy, Comfortable Cottages with 
Sleeping Porch & Private Bath 


Cc. H. GELLENTHIEN, M.D. 
Superintendent and Medical Director 


Over Thirty Years Experience in the Treatment of Tuberculosis 
and Chronic Diseases. Booklet on Request 
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For the diagnosis and treatment of diseases of the lungs and pleura; 

; ; asthma and other allergic diseases; asthenics and others who require rest 
Write for particulars and supervised medical care . . . . An ideal all-year location. The 
THE POTTENGER grounds surrounding the Sanatorium are beautifully parked and add much 


SANATORIUM to the contentment and happiness of patients. 
AND CLINIC Close medical supervision. Rates reasonable. 


¥. M. Pottenger, M.D.................... Medical Director 

MONROVIA, CALIFORNIA J. E. Pottenger, M.D............. Assistant Medical Director and Chief of Laboratory 
Leroy T. Petersen, M.D... ..Assistant Physician and 
F. M. Pottenger, Jr., 


BARFIELD SANATORIUM 


In the “Delightful Sunshine of Tucson, Arizona 


EXCELLENT ACCOMMODATIONS 


KARL BARFIELD SAMUEL H. WATSON, M.D. 


Managing Owner Medical Director 


Southwestern ALBUQUERQUE, 


° NEW MEXICO 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at higher rates. Write for Booklet. 


HOLY CROSS SANATORIUM (Non Sectarian) In the Health Zone of the Nation 


A large, modern, privately owned, 250 bed Institution, comprising 500 acres, with Truck Garden, Poultry and 
Dairy Farms. Well balanced menus. 

A “Home away from Home,” with each Room and Ward adjoining a private, airy sleeping porch. Also private 
rooms with bath. 

A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid and 
wholesome entertainment. X- ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and Ultra 
Violet Ray. Competent medical and nursing staff. Radio and Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
cent pure. RATES $15.00 to $22.50 A WEEK 


SISTERS OF THE HOLY CROSS, Supervisors . . » + Holy Cross, New Mexico 


LUTHERAN SANATORIUM 


WHEATRIDGE, COLORADO — NEAR DENVER 
A Church Home Fully Equipped for the Modern Diagnosis and 
Treatment of Tuberculosis 


Rev. H. H. Feiertag Superintendent 
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THE DIAGNOSIS OF INCIPIENT PULMONARY TUBERCULOSIS 


paper that absence of proof is not proof 
of absence. The fact that the notice 
comes back to you from the City or State 
Health Department with the words: “Tu- 
bercle bacilli were not found in the spu- 
tum’, means nothing more or less than 
that in that particular minute particle of 
microscopic pus or cheesy material which 
was examined the germs were not present. 
In one of my cases it was only after the 
fortieth sputum examination that tuber- 
cle bacilli were found. This is an impor- 
tant point to remember at all times, that 
the fact that the sputum is negative does 
not prove that the patient does not have 
incipient tuberculosis. 

With all this data in the vast majority 
of cases it should be possible to state fair- 
ly accurately whether or not an early tu- 
berculous process is present and a cause 
of the patient’s symptoms but in every 
case take no chances. If you are in doubt, 
do not tell the patient or his friends that 
you cannot make a definite diagnosis or 
that you cannot find anything wrong but 
state that there evidently is something 
wrong but that you cannot tell them 
exactly what it is and that it is absolutely 
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necessary to keep the patient under gi 
servation until a decision is reached. Tham 
is the only way to avoid tragic conga 
quences later on. Finally, although we am 
dealing here with diagnosis, one word @ 
to treatment. In the vast majority of cagal 
the diagnosis of tuberculosis even in i 
most incipient stage should mean a stag 
at a sanatorium for a while at least. Tha 
treatment of tuberculosis is to a large em 
tent one of educating the patient ang 
even his friends and relatives. This prog 
ess of education can be carried on inff 
nitely better in a sanatorium with em 
perts in charge than in the home. In ak 
most every case it pays to talk frankly 
and openly if not with the patient cen 
tainly with some member of his family 
Impress upon them the importance of 
health and how necessary it is to tag 
every precaution not to lose it. But what 
ever course of treatment you advise re 

ember at all times that it is based upom 
rest, physical and mental, and remembey 
likewise that success in the treatment a 
well as in the diagnosis of tuberculosif 
depends upon dealing with human a 
and not with cases. 


SUNMOUNT SANATORIUM «ew mexico 


FRANK E. MERA, Medical Director 


Known for over a quarter of a century for its comfortable accommodations, its excellent table, 
its views and interesting surroundings and its climatic advantages. 


SANTA FE 
NEW MEXICO 


ST. VINCENT SANATORIUM 


Information 
and Rates 
on Request 


TUBERCULOSIS IN ALL FORMS 


Robert O. Brown, M. D. 
Medical Director 


Conducted by 
SISTERS OF 
CHARITY 


NORUM BEGA SANATORIUM 


A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 


FRANK PorTER MILLER, M. D., Medical Director 
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